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Abstract 


This study examined the prevalence of selected clinical preventive health services, health status indicators, health risk 
behaviors, and health-promoting behaviors among adults aged 18 to 24 years in the general U.S. population. The 
study analyzed data from the 2003 Behavioral Risk Factor SurveillanceSystem. Nearly 30% of young adults lacked 
health care coverage When 21- to 24- year-olds were compared with 18- to 20- year-olds, a 32% increase was noted 
in current cigarette smoking, a 37% increase in current binge drinking, a 48% increase in current alcohol use, a 27% 
increase in overweight and obesity, and an 8% decrease in engaging in sufficient physical activity. Results from this 
study reveal several areasfor concern regarding the health of young adults. Continuation of education beyond high 
school and being married areassociated with somehealth benefits. Carefully crafted health promotion programsand 
appropriate policies need to be placed in locations that are accessed by this population. 


INTRODUCTION 

The changing social roles and responsi- 
bilities characteristic of young adulthood 
(ages 18-24) often are accompanied by 
lifestyle changes that are associated with 
negative health outcomes.^ For example, 
behavior changes previously documented 
during the transition from adolescence to 
youngadulthood includedecreased physical 
activity and fruit and vegetable consump- 
tion i n creased fast food consu mpti on and 
increased alcohol use,^'^® tobacco use,^'^'^'® 
illicit drug use, and participation in high- 
risk sexual behavior.^ The increase in risk 
behaviorsduringthislifestageisof particu- 
lar concern since it can lead to immediate 
negative health consequences and increase 
the risk of chronic disease later in life. 

Despite the pivotal nature of young 
adulthood, the transition from late adoles- 
cence to adulthood has been understudied. 
Often, studies are conducted with adults 
without distinguishing young adults aged 


18- 24, even though thisisauniquelifestage. 
Studies that have focused on young adults 
tend to be narrow in scope, including only 
specific subpopulations, such as women’ or 
collegestudents,’-’^orhavefocused on aspe- 
dfic behavior, such as smoking.'*’'' A recent 
article provided a review of existing nation- 
ally representativedata on health statusand 
selected behaviors of young adults.® Fol- 
lowingtheir review, theauthors stated that 
there is a paucity of data for young adults 
on specific health behaviors and protective 
factors, and theauthors therefore called for 
additional research on these topics. 

The purpose of this study is to examine 
the prevalence of selected clinical preven- 
tivehealth services, health statusindicators, 
health risk behaviors, and health- promoting 
behaviors among young adults aged 18 to 
24 years in the civilian, noninstitutional- 
ized U.S. population, using data from the 
2003 Behavioral Risk Factor Surveillance 
System (BRFSS). Prevalence estimates are 


examined by sex, raco'ethnicity, age category, 
educational attainment, and marital status. 
Adjusted odds rati os (AO Rs) are calculated 
to identify the independent associations 
of each demographic characteristic with 
behavior and health outcomes. 
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METHODS 
Data Source 

D ata f rom th e 2003 B R FSS were an al yzed . 
The BRFSS is an ongoing random-digit- 
diaied teiephone survey operated by state 
heaith departments in coiiaboration with the 
Centers for DiseaseControi and Prevention 
(CDC).Thesurvey isconducted in each state 
and the District of Coiumbia to coiiect data 
on many of the behaviors and conditions 
th at p i ace ad u i ts ( aged > 18 years) at r i sk fo r 
chronic disease. BRFSS uses a muitistage 
design to seiect a representative sampie 
from each state's noninstitutionaiized civii- 
ian aduit popuiation. Individuais iiving in 
group homes (e.g., sorority and fraternity 
housing), vacation homes, and institutions 
(e.g., coiiegedormitories,miiitary barracks) 
are not inciuded in the sampiing frame. 
Additionai detaiis on the BRFSS sampiing 
strategy are avaiiabie eisewhere.^^ M ost 
questions on the core BRFSS questionnaire 
demonstratemoderatetohighreliabiiityand 
vaiidity.i^Aii BRFSS questionnaires and data 
are avaiiabie at www.cdc.gov/brfss. 

This study inciuded respondents aged 
18-24 years from the 50 States and the 
District of Coiumbia. Femaie respondents 
who indicated they were currentiy preg- 
nant (n=555), were not sure if they were 
pregnant (n=31), or refused to answer the 
pregnancy question (n=23) were exciud- 
ed from th e an ai ysi s si n ce th ei r h eai th - seek- 
ing and risk behaviors are iikeiy different 
from non- pregnant femaie respondents, 
ieavingafinai anaiyzabie sampie of 16,925. 
The data were weighted according to the 
age, sex, and raciai/ethnic distributions in 
each state. Representative state estimates 
were aggregated and data from aii states 
werepooied to produce nationaiiy represen- 
tative estimates. 

Study Variables 

Current heaith carecoverage was assessed 
("Do you have any kind of heaith carecov- 
erage, inciuding heaith insurance, prepaid 
pians such as FI M Os, or government pians 
such asM edi care?"). Two ciinicai preventive 
heaith behaviors were assessed: ever had 
biood choiesteroi checked ("Flaveyou ever 


had your biood choiesteroi checked?") and 
ever been tested for FI IV infection ("Flave 
you ever been tested for FI IV?"). Responses 
for each of these questions were "yes" or 
"no." 

Fiveheaith statusvariabieswereassessed: 
overweight or obese (defined as >25 kg/m^ 
as caicuiated from the metric conversion of 
seif-reported height in inches and weight 
in pounds): high biood choiesteroi ("Flave 
you ever been told by a doctor, nurse, or 
other health professional that your blood 
cholesterol istoo high?"), high blood pres- 
sure ("FI aveyou ever been told by a doctor, 
nurse, or other health professional that 
you have high blood pressure?"), described 
health as fair or poor ("Would you say that 
in general your health isexcellent, very good, 
good, fair, or poor?"), and activity limitation 
( "A reyou limited in any way in any activities 
because of physical, mental, or emotional 
problems?"). Responses to the high blood 
cholesterol, high blood pressure, and activity 
limitation questionswere"yes"or"no." 

Four risk behaviors were assessed: cur- 
rent alcohol use ("During the past 30 days, 
how many days per week or per month did 
you have at least one dri nk of any alcoholic 
beverage?"),currentbingedrinking("Con- 
si deri n g al I ty pes of al coh ol i c beverages, h ow 
many times during the past 30daysdidyou 
have five or moredrinkson an occasion?"), 
current cigarette smoking (smoked at least 
100 cigarettes during lifetime and now 
smoke every day or some days), and FI IV- 
related high-risk behavior (engaged in any of 
thefollowing behaviors in the past year: IV 
drug use, treated for a sexually transmitted 
disease, given or received money or drugs 
in exchange for sex, had anal sex without 
a condom). 

Three health-promoting behaviors 
were assessed: engaged in sufficient physi- 
cal activity (during a usual week engaged 
in moderate physical activity >30 min- 
utes per day for >5 days per week and/or 
engaged in vigorous physical activity 
for >20 minutes per day for >3 days per 
week), consumed >5 servings of fruits 
and vegetables per day, and trying to lose 
or maintain weight (combined responses 


to "Are you now trying to lose weight?" 
and "Areyou nowtryingto maintain your 
current weight, that is, to keep from gain- 
ing weight?"). Responses to all behavior 
variables were dichotomously coded as 
engaged in the behavior or not. 

Demographic factors include sex, race/ 
ethnicity (non-FI ispanic white, non-FI is- 
panic black, FI ispanic, other), age category 
(18-20 years, 21-24 years), educational 
attainment (high school completion, 1-3 
years of college, >4 years college), and 
marital status (unmarried, married). Age 
was categorized as 18-20 years and 21-24 
years, si n ce ch an ges th at occu r at age 2 1 years 
(e.g., legal age for purchase and consump- 
tion of alcohol and reduced accessto health 
insurance) may affect behavior and health 
status. Young adults class! tied asunmarried 
include young adults who werenever mar- 
ried or were divorced, widowed, separated, 
or a member of an unmarried couple. 
Statistical Analyses 

Prevalence estimatesand 95% confidence 
intervals (Cl) were computed for each vari- 
able overall and by sex, race/ethnicity, age, 
educational attainment, and marital status. 
Logistic regression was used to compute 
AORsand 95% Cl for each behavior. Each 
model included sex, rac^ethnicity, age cat- 
egory, educational attainment, and marital 
status. TheAOR allowed for identification 
of differences in behavior prevalencewithin 
demographic subgroups (e.g., males versus 
females) while controlling for the other 
demographic characteristics. All analyses 
were conducted with weighted data using 
SUDAAN version 9.0, a software package 
that accounts for complex sampling.^^ 

RESULTS 

The total unweighted sample size was 
16,925. Theweighted demographic compo- 
sition of the sample was as follows: 54.2% 
male: 61.5% white, 11.7% black, 18.0% 
FI ispanic, and 8.8% of "other" race/ethnic- 
ity: 40.4% aged 18-20 years: 51.6% with no 
greater than a high school diploma, 34.9% 
with 1-3 years of college education, and 
13.5% with 4 or moreyearsof college educa- 
tion: and 84.1% who were not married. 
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Health Care Coverage and Clinical 
Preventive Health Behaviors 

Overall, 69.8% of young adults cur- 
rently had health care coverage, 43.8% had 
ever had their blood cholesterol checked, 
and 41.5% had ever been tested for HIV 
Infection (Table 1). Differences by sex, 
race/ethnIcIty, and age were found. Females 
had higher odds of having health care cov- 
erage (AO R=1.25, 95% 01=1.10-1.42) and 
ever having been tested for HIV Infection 
(AOR=2.00;95% 01=1.77-2.25) than males. 
Oompared to white young adults, H Ispanic 
young adults had lower odds of currently 
having health care coverage (AOR=0.51, 
95% 01=0.42-0.61) and ever having had 
their blood cholesterol checked (AOR=0.79, 
95% 0 1 =0.66- 0.95) , and bl ack you n g ad u I ts 
had higher odds of ever having had their 
blood cholesterol checked (AOR=1.27, 
95% 01=1.07-1.51) and ever having been 
tested for HIV Infection (AOR=2.71, 95% 
01 =2.26- 3.24). Theoddsof health carecov- 
erage were lower among young adults aged 
21-24years(AOR=0.56: 95% 01 =0.48-0.64) 
than those aged 18-20years. However, young 
adults aged 21-24 years had higher odds of 
ever having had their blood cholesterol 
checked (AOR=1.29; 95% 01=1.13-1.47) 
and ever having been tested for HIV Infec- 
tion (AOR=2.82, 95% 01=2.45-3.25) than 
those aged 18- 20 years. 

Oompared to young adultswith no great- 
er than a high school education, theoddsof 
currently having health care coverage were 
higher amongthosewith 1-3 years of college 
education (AOR=2.25; 95% 01=1.95-2.59) 
and thosewith >4yearsof college education 
(AOR=4.01; 95% 01=3.29-4.89), and the 
oddsof ever having had their blood choles- 
terol checked werehlgher amongthosewith 
l-3yearsof college education (AOR=1.37; 
95% 01=1.21-1.56) and thosewith >4 
yearsof college education (AO R=1.73; 95% 
01 =1.46-2.04) . Oompared to young adults 
with no greater than a high school educa- 
tion, theoddsof ever having been tested for 
HIV Infection was lower among those with 
l-3yearsof college education (AOR=0.68, 
95% 01=0.60-0.78) and thosewith >4 
years of col I ege ed ucatl on (AO R =0.37; 95% 


01=0.31-0.44). 

DIfferencesby marital statuswerefound. 
Oompared to young adults who were not 
married, those who were married had 
higher odds of having health care cover- 
age (AOR=1.28: 95% 01=1.07-1.52) and 
ever having been tested for HIV Infection 
(AOR=1.50; 95% 01=1.29-1.74). 

Health Status Indicators 

Overall, 39.1% of young adults were 
overweight or obese, 3.7% had high blood 
cholesterol, 6.4% had high blood pressure, 
8.2% described their health as fair or poor, 
and 10.6% had llmitatlonson their activities 
because of physical, mental, or emotional 
problems (I.e., activity limitations) (Table 
2). Differences by sex, race'ethnlclty, and 
age category were found. Oompared to 
male young adults, female young adults 
had lower odds of being overweight or 
obese (AO R=0.61, 95% 01=0.54-0.68) and 
having high blood pressure (AOR=0.57; 
95% 01=0.46-0.72), but had higher odds 
of describing their health as fair or poor 
(AO R=1.39, 95% 0 1 =1.12- 1.72) . Oompared 
to white young adults, black young adults 
had higher odds of being overweight or 
obese (AO R=1.69, 95% 01=1.42-2.02) and 
having high blood pressure (AOR=1.57; 
95% 01=1.14-2.16). Oompared to white 
young adults, Hispanic young adults had 
higher odds of being overweight or obese 
(AOR=1.24, 95% 01=1.02-1.50) and 
describing their health as fair or poor 
(AOR=2.35, 95% 01=1.84-3.01), but 
lower odds of having activity limitations 
(AOR=0.59, 95% 01=0.41-0.84). Young 
adults aged 21-24 years fared poorer than 
their younger counterparts on two health 
statuslndlcators.Oomparedtoyoungadults 
aged 18-20 years, those aged 21-24 years 
had higher odds of being overweight and 
obese (AO R=1.52, 95%=1.33-1.74) and 
of describing their health as fair or poor 
(AOR=1.47, 95% 01=1.16-1.87). 

Educational attainment was positively 
associated with Indicators of health status. 
Oompared to having no greater than a high 
school education, young adults who had 
1-3 years of college education had lower 
odds of describing their health as fair or 


poor (AOR=0.42, 95% 01=0.33-0.53). 
Young adults who had >4 years of college 
had lower odds of being overweight or 
obese (AOR=0.77, 95% 01=0.65-0.91), 
havinghigh blood pressure(AOR=0.68,95% 
0 1 =0.47-0.99) , descrl bl ng thel r health asfal r 
or poor (AOR=0.23, 95% 01=0.16-0.34), 
and having activity II mitatlons (AO R=0.68, 
95% 01=0.51-0.91), compared to young 
adults who had no greater than a high 
school education. One exception to this 
trend was noted: the odds of having high 
blood cholesterol werehlgher amongyoung 
adultswith l-3yearsof college(AOR=1.57, 
95% 01=1.14-2.17) and >4 years of col- 
lege (AO R=1.85, 95% 01=1.27-2.71) than 
among young adults who had no greater 
than a high school education. 

M arltal status was associated with four 
of the health status Indicators, but the 
pattern of association was not consistent. 
Oompared to unmarried young adults, 
those who were married had higher odds 
of being overweight or obese (AOR=1.44, 
95% 01=1.24-1.67) and havinghigh blood 
cholesterol (AO R=1.38, 95% 0 1 =1.00- 1.91) 
and lower oddsof descrl bingtheir health as 
fair or poor (AO R=0.74, 95% 01 =0.55-0.99) 
and reportingactivltyllmitatlon (AOR=0.70, 
0.55-0.90). 

Risk Behaviors 

Overall, 61.3% of young adults reported 
current alcohol use, 31.3% reported cur- 
rent binge drinking, 29.6% were current 
cigarette smokers, and 9.8% had engaged 
In H IV-related high-risk behavior (Table3). 
Differences by sex, race'ethnldty, and age 
category weref ou n d . Femal es were I ess 1 1 kel y 
to engage In risky behaviors than males. 
Oompared to males, females had lower 
odds of current alcohol use (AOR=0.66, 
95% 01=0.58-0.74), current binge drink- 
ing (AOR=0.42, 95% 01=0.38-0.48), and 
current cigarettesmoking (AOR=0.80, 95% 
01=0.71-0.90). Oompared to white young 
adults, the odds of current alcohol use 
were lower among black (AOR=0.46; 95% 
01=0.39-0.55) and Hispanic (AOR=0.68; 
95% 01=0.57-0.81) young adults: the odds 
of currentbinge drinking were I ower among 
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Table 1. Prevalence and Adjusted Odds Ratios of Health Care Coverage and 
Clinical Preventive Health Behaviors among Young Adults Aged 18-24 Years, by Sex, 
Race/Ethnicity, Age, Education Level, and Marital Status— United States, 2003 


Currently Have Ever Had Blood Ever Been Tested 

Health Care Coverage" Cholesterol Checked for HIV Infection'’ 



% (95% Cl) 

AOR(95%CI) 

% (95% Cl) 

AOR(95%CI) 

% (95% Cl) 

AOR(95%CI) 

Overall 

Sex 

Male 

69.8 (±1.3) 

— 

43.8 (±1.4) 

— 

41.5 (±1.3) 

— 

66.9 (±1.9) 

1.00 (1.00-1.00) 

42.1 (±2.0 ) 

1.00 (1.00-1.00) 

33.8 (±1.9) 

1.00 (1.00-1.00) 

Female 

73.2 (±1.6) 

1.25 (1.10-1.42)* 

45.8 (±1.8 ) 

1.09 (0.97-1.21) 

50.4 (±1.8) 

2.00 (1.77-2.25)* 

Race/ Ethnicity 

White** 

74.5 (±1.3) 

1.00 (1.00-1.00) 

44.7 (±1.5) 

1.00 (1.00-1.00) 

37.6 (±1.5) 

1.00 (1.00-1.00) 

Black** 

71.3 (±3.5) 

0.98 (0.81-1.19) 

48.8 (iA.O ) 

1.27 (1.07-1.51)* 

61.6 (^.0) 

2.71 (2.26-3.24)* 

Hispanic 

54.4 (iA.O) 

0.51(0.42-0.61)* 

36.8 (±3.9) 

0.79 (0.66-0.95)* 

43.8 (14.1) 

1.14 (0.93-1.39) 

Other 

67.8 (^.3) 

0.68 (0.52-0.89)* 

45.2 (^.4) 

1.03 (0.82-1.28) 

37.2 (±5.1) 

1.12 (0.88-1.42) 

Age Category 

18-20 years 

72.4 (±2.0) 

1.00 (1.00-1.00) 

37.8 (±2.2 ) 

1.00 (1.00-1.00) 

29.3(12.0) 

1.00 (1.00-1.00) 

21-24 years 

68.1 (±1.6) 

0.56 (0.48-0.64)* 

47.7 (±1.7) 

1.29 (1.13-1.47)* 

49.8 (±1.7) 

2.82 (2.45-3.25)* 

Education Level 

<HS completion 

60.9 (±1.9) 

1.00 (1.00-1.00) 

38.2 (±2.0) 

1.00 (1.00-1.00) 

44.6 (±2.0) 

1.00 (1.00-1.00) 

1-3 years college 

77.3 (±1.9) 

2.25(1.95-2.59)* 

47.4 (±2.3 ) 

1.37 (1.21-1.56)* 

39.8 (±2.2) 

0.68 (0.60-0.78)* 

>4 years college 

84.2 (±2.2) 

4.01 (3.29-4.89)* 

55.7 (±3.2 ) 

1.73 (1.46-2.04)* 

34.0(12.9) 

0.37 (0.31-0.44)* 

Marital Status" 

Unmarried 

69.9 (±1.4) 

1.00 (1.00-1.00) 

43.1 (±1.5 ) 

1.00 (1.00-1.00) 

38.3 (±1.5) 

1.00 (1.00-1.00) 

Married 

70.4 (±2.9) 

1.28 (1.07-1.52)* 

47.3 (±3.1 ) 

1.11 (0.96-1.29) 

56.2 (±3.1) 

1.50 (1.29-1.74)* 


Note:*p<05. Oddsratiosadjustedforsex.rac^ethnicity, age category, education level, and marital status. **non-Hispanic 
"Including health insurance, prepaid plans such asHMOs, or government plans such as Medicare 
'’Not counting tests done as part of a blood donation 

"Young adults classified as unmarried include those who have never been married, and thosewho are divorced, widowed, separated, or a member of an unmar- 
ried couple. 


black (AOR=0.30: 95% Cl =0.24-0.37) 
and Hispanic (AOR=0.71; 95% Cl =0.58- 
0.86) young adults: the odds of current 
cigarette smoking were lower among black 
(AOR=0.48: 95% CI=0.39-0.59) and 
Hispanic (AOR=0.41; 95% Cl=0.33-0.51) 
young adults: and the odds of H 1 V-related 
high-risk behaviors were higher among 
black (AOR=1.72: 95% CI=1.30-2.28) and 
Hispanic (AOR=1.33: 95% Cl=1.01-1.74) 
young adults. Compared to young adults 
aged 18-20 years, those aged 21-24 years 
had higher odds of current alcohol use 
(AOR=2.70, 95% Cl =2.36-3.08), current 
bIngedrInkIng (AOR=1.83, 95% Cl=1.59- 
2.11), and current clgaretteuse(AOR=2.22, 
95% Cl =1.93, 2.54). 

Higher education was associated with 
greater alcohol usebutlesscigarettesmoking 
and H IV-related high-risk behaviors. Young 


adults with 1-3 years of college had higher 
odds of current alcohol use (AOR=1.58, 
95% Cl=1.39-1,79) and current binge 
drinking (AOR=1.25, 95% Cl=1.09- 
1.44) and lower odds of current cigarette 
smoking (AOR=0.47, 95% CI=0.41-0.54) 
and HIV-related high-risk behavior 
(AOR=0.73, 95% CI=0.59-0.89) compared 
to young adults with no greater than a 
high school education. Young adults with 
>4 years of college had higher odds of 
current alcohol use (AOR=1.88, 95% 
Cl =1.57-2.27), and lower odds of cur- 
rent cigarette smoking (AOR=0.22, 95% 
Cl =0.18-0.27) and HIV-related high-risk 
behavior (AOR=0.52, 95% CI=0.38-0.70) 
compared to young adults with no greater 
than a high school education. 

Married young adults were less likely 
to engage In risky behaviors than young 


adults who were not married. Compared 
to unmarried young adults, married young 
adults had lower odds of current alcohol 
use (AOR=0.54, 95% Cl =0.46-0.63), 
current binge drinking (AOR=0.45, 95% 
Cl =0.38-0.54), current cigarette smoking 
(AOR=0.72, 95% Cl =0.62, 0.85), and H IV- 
related high-risk behavior (AOR=0.62, 95% 
Cl =0.46-0.85). 

Health-Promoting Behaviors 

Overall, 63.6% of young adults engaged 
In sufficient physical activity, 21.5% con- 
sumed >5 servings of fruits and vegetables 
per day, and 68.2% were trying to lose or 
maintain their weight (Table4). Compared 
to males, femaleshad lower oddsof engaging 
in sufficient physical activity (AOR=0.66, 
95% Cl =0.58-0.74), and higher oddsof con- 
su m I n g >5 ser vl n gs of f ru I ts an d vegetabi es 
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Table 2. Prevalence and Adjusted Odds Ratios of Health Status Indicators among Young Adults 
Aged 18-24 Years, by Sex, Race/Ethnicity, Age, Education Level, and Marital Status— United States, 2003 


Overweight or Obese" 

High Blood Cholesterol*’ 

High Blood Pressure" 


% (95% Cl) 

AOR(95%CI) 

% (95% Cl) AOR (95% Cl) % (95% Cl) 

AOR (95% Cl) 

Overall 

39.1 

(±1.3) 

— 

3.7 (±0.5) 

6.4 

(±0.7) 

— 

Sex 








Male 

43.8 

(±2.0) 

1.00 (1.00-1.00) 

3.3 (±0.7) 1.00 

(1.00-1.00) 7.9 

(±1.1) 

1.00 (1.00-1.00) 

Female 

33.4 

(±1.7) 

0.61 (0.54-0.68)* 

4.2 (±0.7) 1.18 

(0.89-1.57) 4.7 

(±0.7) 

0.57 (0.46-0.72)* 

Race/ Ethnicity 








White** 

36.7 

(±1.5) 

1.00 (1.00-1.00) 

4.0 (±0.6) 1.00 

(1.00-1.00) 5.9 

(±0.8) 

1.00 (1.00-1.00) 

Black** 

48.5 

(±3.9) 

1.69 (1.42-2.02)* 

4.4 (±1.7) 1.21 

(0.77-1.88) 8.7 

(±2.3) 

1.57 (1.14-2.16)* 

Hispanic 

43.6 

(^.4) 

1.24(1.02-1.50)* 

3.0 (±1.4) 0.84 

(0.51-1.39) 6.5 

(±2.1) 

1.04 (0.71-1.52) 

Other 

35.7 

(±5.2) 

0.97(0.76-1.23) 

2.1 (±1.1) 0.53 

(0.30-0.94)* 6.9 

(±2.9) 

1.20 (0.75-1.92) 

Age Category 








18-20 years 

33.7 

(^.1) 

1.00 (1.00-1.00) 

3.2 (±0.9) 1.00 

(1.00-1.00) 5.9 

(±1.2) 

1.00 (1.00-1.00) 

21-24 years 

42.9 

(±1.7) 

1.52 (1.33-1.74)* 

4.0 (±0.6) 1.00 

(0.70-1.42) 6.8 

(±0.9) 

1.26(0.95-1.66) 

Education Level 








<HS completion 

40.4 

(^.0) 

1.00 (1.00-1.00) 

2.8 (±0.7) 1.00 

(1.00-1.00) 7.1 

(±1.1) 

1.00 (1.00-1.00) 

1-3 years college 

38.4 

(±2.2) 

0.95(0.83-1.08) 

4.4 (±0.9) 1.57 

(1.14-2.17)* 5.9 

(±1.0) 

0.83 (0.64-1.07) 

>4 years college 

36.4 

(±3.1) 

0.77(0.65-0.91)* 

5.4 (±1.3) 1.85 

(1.27-2.71)* 5.2 

(±1.4) 

0.68 (0.47-0.99)* 

Marital Status" 








Unmarried 

37.5 

(±1.5) 

1.00 (1.00-1.00) 

3.5 (±0.5) 1.00 

(1.00-1.00) 6.3 

(±0.8) 

1.00 (1.00-1.00) 

Married 

47.0 

(±3.1) 

1.44 (1.24-1.67)* 

4.8 (±1.2) 1.38 

(1.00-1.91)* 7.2 

(±1.7) 

1.21 (0.90-1.63) 




Described Health 

as Fair or Poor 

Activity Limitation'* 




% (95% Cl) 

AOR (95% Cl) 

% (95% Cl) 


AOR (95% Cl) 

Overall 



8.2 (±0.8) 

— 

10.6 (±0.9) 


— 

Sex 








Male 



7.6 (±1.1) 

1.00 (1.00-1.00) 

10.8 (±1.4) 


1.00 (1.00-1.00) 

Female 



9.0 (±1.1) 

1.39 (1.12-1.72)* 

10.2 (±1.0) 


0.96 (0.80-1.15) 

Race/ Ethnicity 








White** 



5.8 (±0.7) 

1.00 (1.00-1.00) 

12.1 (±1.0) 


1.00 (1.00-1.00) 

Black** 



9.0 (±2.4) 

1.35 (0.97-1.87) 

8.9 (±3.2) 


0.68 (0.45-1.02) 

Hispanic 



14.9 (±2.7) 

2.35 (1.84-3.01)* 

7.7 (12.4) 


0.59 (0.41-0.84)* 

Other 



10.5 (±3.9) 

2.01 (1.30-3.12)* 

7.7(12.1) 


0.60 (0.44-0.82)* 

Age Category 








18-20 years 



8.0 (±1.3) 

1.00 (1.00-1.00) 

10.6 (±1.5) 


1.00 (1.00-1.00) 

21-24 years 



8.4 (±1.0) 

1.47 (1.16-1.87)* 

10.5 (±1.1) 


1.12 (0.90-1.40) 

Education Level 








<HS completion 



11.6 (±1.3) 

1.00 (1.00-1.00) 

11.1 (±1.4) 


1.00 (1.00-1.00) 

1-3 years college 



5.3 (±0.9) 

0.42 (0.33-0.53)* 

10.3 (±1.3) 


0.83 (0.68-1.02) 

>4 years college 



3.2 (±1.0) 

0.23 (0.16-0.34)* 

8.9 (±1.8) 


0.68 (0.51-0.91)* 

Marital Status" 








Unmarried 



8.2 (±0.9) 

1.00 (1.00-1.00) 

10.9 (±1.0) 


1.00 (1.00-1.00) 

Married 



7.9 (±1.8) 

0.74 (0.55-0.99)* 

8.2 (±1.7) 


0.70 (0.55-0.90)* 

Note: *p<.05. Odds ratios adjusted for sex, race/ethnicity, age category, education ievei, and maritai status. **non-Hispanic 
“Body mass index >25 kg/m^' 

‘’Ever toid by a doctor, nurse, or other heaith professionai that their biood choiesteroi was too high. 

“Evertoid by a doctor, nurse, or other heaith professionai that they have high biood pressure. 

‘‘Limited in any way in any activities because of physicai, mentai, or emotionai probiems. 

“Young aduitsciassified asunmarried inciude those who have never been married, and those who are divorced, widowed, separated, or a member of an unmar- 
ried coupie. 
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Table 3. Prevalence and Adjusted Odds Ratios of Risk Behaviors among Young Adults 
Aged 18-24 Years, by Sex, Race/Ethnicity, Age, Education Level, and Marital Status— United States, 2003 


Current Alcohol Use" Current Binge Drinking*" Current Cigarette Smoking" 



% (95% Cl) 

AOR(95%CI) 

% (95% Cl) 

AOR(95%CI) 

% (95% Cl) 

AOR(95%CI) 

Overall 

Sex 

Male 

61.3 (±1.3) 

— 

31.3 (±1.2) 

— 

29.6 (±1.2) 


— 

64.9 (±1.9) 

1.00 (1.00-1.00) 

39.3 (±1.9) 

1.00 (1.00-1.00) 

32.4 (±1.8) 

1.00 

(1.00-1.00) 

Female 

57.0 (±1.7) 

0.66 (0.58-0.74)* 

21.9 (±1.4) 

0.42 (0.38-0.48)* 

26.2 (±1.5) 

0.80 

(0.71-0.90)* 

Race/ Ethnicity 

White** 

67.0 (±1.4) 

1.00 (1.00-1.00) 

36.5 (±1.4) 

1.00 (1.00-1.00) 

33.5 (±1.4) 

1.00 

(1.00-1.00) 

Black** 

47.7 (±3.8) 

0.46 (0.39-0.55)* 

14.7 (±2.7) 

0.30 (0.24-0.37)* 

22.3 (±3.4) 

0.48 

(0.39-0.59)* 

Hispanic 

54.5 (±4.0) 

0.68 (0.57-0.81)* 

27.8 (±3.7) 

0.71 (0.58-0.86)* 

21.6 (±3.3) 

0.41 

(0.33-0.51)* 

Other 

53.1 (±5.4) 

0.54 (0.42-0.68)* 

23.8 (±4.5) 

0.50 (0.39-0.66)* 

28.2 (^.5) 

0.79 

(0.62-1.01) 

Age Category 

18-20 years 

47.6 (±2.2) 

1.00 (1.00-1.00) 

25.7 (±1.8) 

1.00 (1.00-1.00) 

24.9 (±1.8) 

1.00 

(1.00-1.00) 

21-24 years 

70.6 (±1.5) 

2.70 (2.36-3.08)* 

35.1 (±1.6) 

1.83 (1.59-2.11)* 

32.8 (±1.6) 

2.22 

(1.93-2.54)* 

Education Level 

<HS completion 

52.8 (±2.0) 

1.00 (1.00-1.00) 

27.6 (±1.7) 

1.00 (1.00-1.00) 

35.5 (±1.8) 

1.00 

(1.00-1.00) 

1-3 years college 

67.4 (±2.0) 

1.58 (1.39-1.79)* 

34.6 (±2.1) 

1.25 (1.09-1.44)* 

25.4 (±1.9) 

0.47 

(0.41-0.54)* 

>4 years college 

77.4 (±2.6) 

1.88 (1.57-2.27)* 

36.4 (±3.0) 

1.16 (0.97-1.39) 

17.5 (±2.4) 

0.22 

(0.18-0.27)* 

Marital Status" 

Unmarried 

62.3 (±1.5) 

1.00 (1.00-1.00) 

33.3 (±1.4) 

1.00 (1.00-1.00) 

29.7 (±1.3) 

1.00 

(1.00-1.00) 

Married 

55.6 (±3.0) 

0.54 (0.46-0.63)* 

20.5 (±2.6) 

0.45 (0.38-0.54)* 

27.5 (±2.7) 

0.72 

(0.62-0.85)* 


HIV-related High-Risk Behavior* 


%(95%CI) AOR(95%CI) 


Overall 

9.8 (±0.8) 

— 

Sex 



Male 

10.0 (±1.2) 

1.00 (1.00-1.00) 

Female 

9.6 (±1.1) 

1.05 (0.87-1.27) 

Race/ Ethnicity 



White** 

8.6 (±0.9) 

1.00 (1.00-1.00) 

Black** 

15.0 (±3.2) 

1.72 (1.30-2.28)* 

Hispanic 

12.4 (12.6) 

1.33 (1.01-1.74)* 

Other 

6.2 (±1.7) 

0.69 (0.50-0.96)* 

Age Category 



18-20 years 

10.4 (±1.3) 

1.00 (1.00-1.00) 

21-24 years 

9.4 (±1.0) 

1.10 (0.89-1.35) 

Education Level 



<HS completion 

11.7 (±1.3) 

1.00 (1.00-1.00) 

1-3 years college 

8.6 (±1.2) 

0.73 (0.59-0.89)* 

>4 years college 

6.0 (±1.4) 

0.52 (0.38-0.70)* 

Marital Status" 



Unmarried 

10.3 (±0.9) 

1.00 (1.00-1.00) 

Married 

6.8 (±1.8) 

0.62 (0.46-0.85)* 


Note: *p<.05. Odds ratios adjusted for sex, race/ethnicity, age category, education ievei, and maritai status. **non-Hispanic 
"H ad at ieast one dri nk of aicohoi during the 30 days preceding the i nterview. 

'"Had five or more drinks on an occasion one or more times during the 30 days preceding the interview. 

"Smoked >100 cigarettes and now smoke cigarettes every day or some days. 

"Engaged in any of thefoiiowing behaviors during theyear preceding the interview: intravenousdruguse, treated for a sexuaiiy transmitted or venereai 
disease, given or received money or drugs in exchangeforsex, or had anai sex without a condom. 

"Young aduitsciassified asunmarried inciude those who have never been married, and those who are divorced, widowed, separated, or a member of an unmar- 
ried coupie. 
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per day (AOR=l,23, 95% Cl =1,07- 1.41) 
and trying to lose or maintain their weight 
(AOR=3,14,95%CI=2.76,3.57). Ingaieral, 
health-promoting behaviors did not vary 
significantly by race/ethnicity. Only one 
difference existed, with theoddsof engaging 
in sufficient physical activity lower among 
Hispanic (AOR=0.78, 95% Cl =0.64-0.95) 
th an wh i te you n g ad u I ts. A ge was associ ated 
with only one health promoting behavior. 
Compared to young adults aged 18-20 
years, th ose aged 2 1- 24 years h ad I ower odds 
of engaging in sufficient physical activity 
(AOR=0.81, 95% Cl =0.71, 0.94). 

Educational attainment was positively 
associated with two of thethreehealth-pro- 
motingbehaviorsYoungadultswhohad 1-3 
yearsof collegehad higher oddsof trying to 
lose or maintain their weight (AOR=1.15, 
95% Cl =1.00- 1.33), and young adults who 
had >4 years of college had higher odds 
of consuming >5 servings of fruits and 
vegetables (AO R=1.26, 95% Cl =1.04- 1.53) 
and of tryingto lose or maintain their weight 
(AOR=l,79, 95% Cl =1.46, 2.19) compared 
to young adults who had no greater than a 
high school education. 

M arital status was not associ ated with any 
of th e th ree h eal th - p rom oti n g beh avi 0 rs. 

DISCUSSION 

Results from this study show that nearly 
one- third of young adults lack health care 
coverage. Being male, H ispanic,21-24years 
old, unmarried, and attaining no greater 
than a high school education were associ ated 
with lackinghealth carecoverage. According 
to overall data from the 2003 BRFSS,^^ the 
prevalence of lacking health carecoverage 
was nearly twice as high amongyoungadults 
(30%) compared with all adults (15%). 
Because of the lack of health care coverage, 
many young adults may not receive recom- 
mended routinepreventivecare. For exam- 
ple, although oneoftheHealthyPeople2010 
objectives(12-15) callsfor80% of all adults 
to receive cholesterol screening within the 
past 5years,“resultsfrom this study suggest 
only 43.8% of young adults have ever had 
their blood cholesterol checked. To identify 
if having health care coverage is associated 


with cholesterol-screening behavior, we 
calculated the prevalence of ever having 
had blood cholesterol checked by current 
health care coverage status and found the 
behavior was reported by 35.7% of young 
adults without health careand 47.6% those 
with health care coverage. These numbers 
are consi stent with previ ou s research , wh i ch 
documented that young adults who lack 
health insurance are more likely to report 
forgoing healthcare than those with health 
insurance.^Thus, increasing health care 
coverage among young adults likely would 
result in increased screeningand preventive 
care. Enhanced efforts areneeded to improve 
young adults' access to health care and to 
increase health care coverage rates. 

Thirty-nine percent of young adults are 
overweight or obese. Being male, black or 
Hispanic, aged 21-24 years, married, and 
having no greater than a high school edu- 
cation were associated with overweight and 
obesity. Overweight and obesity appears to 
increase during young adulthood. When 
comparing young adults aged 18-20 years 
to those aged 21-24 years, the prevalence 
of overweight and obesity increased 27%. 
Nearly 70% of young adults are trying to 
lose or maintain their weight; however, the 
prevalence was highest among females and 
those with higher educational attainment, 
even though males and those with lower 
educational attainment were most likely to 
be overweight or obese. In addition, a sub- 
stantial portion of young adults fail to en- 
gage i n beh avi ors t h at red u ce th e I i kel i h ood 
of overweight and obesity: approximately 
one- third do not engagein sufficient physi- 
cal activity and four out of fiveyoung adults 
consume fewer than five servings of fruits 
and vegetables per day. When comparing 
you n g ad u I ts aged 2 1- 24 years to th ose aged 
18-20 years, the prevalence of engaging in 
sufficient physical activity decreased 8%. 

Eight percent of young adults described 
their health as fair or poor and one in ten 
young adults reported activity limitations 
dueto physical, mental, or emotional prob- 
lems. These findings suggest a substantial 
proportion of youngadults suffer from poor 
health- related quality of life. Though con- 


si sten t d i fferen ces by sex, race/eth n i ci ty, an d 
age were not found, those with no greater 
than a high school education and thosewho 
were u n marri ed were at greatest ri sk for poor 
health- related quality of life. 

Nearly two out of three young adults 
reported currently using alcohol, nearly 
one out of three reported binge drinking 
and cigarette smoking, and one out of ten 
reported engaging in H IV-related high-risk 
behavior. Although black and Hispanic 
young adults were less likely than white 
young adultsto engage in alcohol and ciga- 
rette use, they were more likely to engage 
in HIV-related high-risk behaviors. Young 
adults who were female and married were 
less likely to engage in risk behaviors. Even 
though young adults aged 21- to 24- years 
have reached theminimum legal age for the 
purchase and consumption of alcohol, the 
increased intensity of use is of concern. In 
fact, the prevalence of current binge drink- 
ing is nearly twice as high among young 
adults (25.7% among 18- to 20-year-olds 
and 35.1% among 21- to 24-year- olds) as 
among al I ad u Its ( 16.4%) , accord i ng to over- 
all data from the2003BRFSS.^^AIcohol use 
appears to increaseduringyoungadulthood. 
For example, when comparing young adults 
aged 21- 24 years to those aged 18- 20 years, 
we found a 37% increase in current binge 
drinkingand a48% increasein currentalco- 
hol use. In creases in smoking during young 
adulthood also were found: our results 
showed a 32% increasein current cigarette 
smoking when comparingthoseaged 21-24 
years to those aged 18-20 years. 

Even after controlling for sex, race' eth- 
nicity, age, and marital status, education level 
was independently associated with health 
care coverage, clinical preventive health 
behaviors, health statusindicators,and risk 
behaviors. Attaining at least some college 
education appears to be a protective factor 
for many of the behaviors examined in this 
study, a finding that has been documented 
elsewhere. A few exceptions to this pat- 
tern should be noted. The prevalence of 
alcohol use and high blood cholesterol was 
greater among thosewho had attended >1 
year of collegethan amongthosewithahigh 
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Table 4. Prevalence and Adjusted Odds Ratios of Health Promoting Behaviors among Young Adults 
Aged 18-24 Years, by Sex, Race/ Ethnicity, Age, Education Level, and Marital Status— United States, 2003 


Engaged in Sufficient Consumed >5 Servings Now Trying to Lose 

Physicai Activity" of Fruits and Vegetabies or Maintain Weight 



% (95% Cl) 

AOR(95%CI) 

% (95% Cl) 

AOR(95%CI) 

% (95% Cl) 

AOR(95%CI) 

Overall 

Sex 

Male 

63.6 (1.4) 

— 

21.5 (1.1) 

— 

68.2 (1.3) 

— 


67.9 (1.9) 

1.00 (1.00-1.00) 

19.8 (1.6) 

1.00 (1.00-1.00) 

57.2 (2.0) 

1.00 

(1.00-1.00) 

Female 

58.3 (1.9) 

0.66 (0.58-0.74)* 

23.4(1.6) 

1.23 (1.07-1.41)* 

81.1 (1.5) 

3.14 

(2.76-3.57)* 

Race/ Ethnicity 

White** 

65.1 (1.5) 

1.00 (1.00-1.00) 

20.8 (1.2) 

1.00 (1.00-1.00) 

69.2 (1.4) 

1.00 

(1.00-1.00) 

Black** 

61.6 (4.4) 

0.86(0.71-1.06) 

22.2 (3.2) 

1.10 (0.89-1.35) 

65.6 (3.8) 

0.84 

(0.69-1.01) 

Flispanic 

59.3 (4.4) 

0.78 (0.64-0.95)* 

21.4(3.3) 

1.09 (0.88-1.35) 

67.0 (4.0) 

1.01 

(0.82-1.24) 

Other 

63.3 (5.4) 

0.87(0.69-1.11) 

25.2 (5.1) 

1.28 (0.96-1.69) 

66.9 (5.2) 

0.94 

(0.72-1.23) 

Age Category 

18-20 years 

66.6 (2.2) 

1.00 (1.00-1.00) 

21.4(1.9) 

1.00 (1.00-1.00) 

65.8 (2.1) 

1.00 

(1.00-1.00) 

21-24 years 

61.6(1.7) 

0.81 (0.71-0.94)* 

21.5 (1.4) 

0.95 (0.81-1.11) 

69.8 (1.6) 

1.01 

(0.87-1.16) 

Education Level 

<FIS completion 

63.2 (2.1) 

1.00 (1.00-1.00) 

20.4(1.7) 

1.00 (1.00-1.00) 

64.7 (1.9) 

1.00 

(1.00-1.00) 

1-3 years college 

64.4 (2.2) 

1.09(0.95-1.24) 

21.8 (1.8) 

1.07 (0.92-1.25) 

69.5 (2.1) 

1.15 

(1.00-1.33)* 

>4 years college 

62.9 (3.2) 

1.11(0.93-1.33) 

24.3 (2.7) 

1.26 (1.04-1.53)* 

78.4(2.7) 

1.79 

(1.46-2.19)* 

Marital Status® 

Unmarried 

64.6 (1.5) 

1.00 (1.00-1.00) 

21.4(1.3) 

1.00 (1.00-1.00) 

67.6 (1.4) 

1.00 

(1.00-1.00) 

Married 

58.3 (3.1) 

0.87(0.75-1.02) 

21.2 (2.6) 

0.98 (0.82-1.17) 

71.5 (2.8) 

0.99 

(0.83-1.18) 


Note: *p<.05. Odds ratios adjusted for sex, rac^ethnicity, age category, education ievei,and maritai status. **non-Hispanic 

"During a usuai week engaged in moderate physicai activity for >30 minutes on >5 days/week and/or vigorous physicai activity for >20 minutes on >3 days/ 

week. 

'’Young aduitsciassified as unmarried inciude those who have never been married, and those who are divorced, widowed, separated, or a member of an 
unmarried coupie. 


school education or below. The association 
of alcohol use with higher educational at- 
tainment is of concern and is consistent 
with previousfindingsamongyoung adults 
attending college. 

Although those who were married were 
less likely to lack health care coverage, 
report poor health-related quality of life, 
and participate in risky behaviors, marital 
status was not associated with any of the 
health- promoting behaviors examined. In 
add iti on , those who were marri ed were more 
likely to be overweight or obese. Similar as- 
sociationsof marital status with health status 
and obesity have been previously reported 
among adults, and these associations have 
been shown to be strongest among younger 
adults.^^Whilethemechanism behind these 
associations is not well understood, one 


study found that cohabitation status, which 
is associated with marital status, may at least 
parti allyexplain differences found in health 
status among those who are married and 
thosewho are not.“ Further research on this 
topic is needed. 

LIMITATIONS 

Results from this study are subject to 
several limitations. BRFSS is a landline 
telephone- based survey and excludes in- 
dividuals without telephones or who use 
only cellular phones. BRFSS also excludes 
individualswho livein institutional settings, 
su ch as col I ege d orm i tori es, f ratern i ty/soror- 
ity housing, and military barracks, and thus 
arenot gen eralizableto these subpopulations 
of young adults. We wereunableto identify 
whether respondentswere attending school 
(full time or part time) or not attending 


school, even though important differences 
may exist among these subpopulations. 
Finally, data are based on self-report, and 
self-reporting bias may occur. 

TRANSLATION TO HEALTH 
EDUCATION PRACTICE 

Resultsfromthisstudydemonstratethat 
many health- risk behaviors and overweight 
and obesity increase during young adult- 
hood, and a substantial proportion of young 
ad u I ts I ack h eal th care coverage. Thesefind- 
ingsmay beat least parti allyexplained by the 
weakened connectionsto support! veinstitu- 
tions, such as family or school, that occur 
during the transition from adolescence to 
adulthood.® Given the difficulty in reach- 
ing young adults, instilling health-related 
knowledgeand skillsduring childhood and 
adol escence i s essenti al . Si nee approxi mately 
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95% of adolescents aged 16-17 years are 
enrolled In school,^® schools are an Impor- 
tant venuefor reaching studentswith health 
promotion efforts before they disperse Into 
young adulthood. In fact, the American 
H ealth Association has endorsed schoolsand 
school health programs as essential com- 
ponents of population- based strategies to 
Improve long-term cardiovascular health.^® 
Coordinated school health programs can 
have a positive Influence on current and 
future health.^“Targeted and effective health 
promotion outreach for young adults also Is 
needed to bridge the gap from adolescence 
to adulthood. Outreach can be obtained 
through carefully placing health care pro- 
motion programs In a comprehensive and 
collaborative combination of settingswhere 
youn g ad u Its can be reached- col I eges, work 
sites, health care fad 1 1 ties, and community 
locations. In addition, our results showed 
that specificsubpopulatlonsof young adults, 
such as those who were not married and 
those with lower levels of education, were 
at particular risk for poor health status and 
engaging In behaviors that place them at risk 
for chronIcdlsease.Thus, health promotion 
effortsthataretallored to reach these specific 
subpopulations are needed. Also needed 
are efforts that increase access to affordable 
health care for all young adults. 

DISCLAIMER 

The findings and conclusions in this 
article are those of the authors and do not 
necessari ly represent the vi ews of the C enters 
for Disease Control and Prevention. 
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